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Many Names, Same Symptoms 
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Norovirus key points  

  

Ä Causes acute gastroenteritis (ñAGEò) which then causes 

dehydration   

Â Also referred to as ñfood poisoningò or ñstomach fluò 

Â Virus replicates in the small intestine 

Â 10-12% seek medical attention  

Ä Responsible for millions of illnesses in the U.S. every year          

(20 million has been quoted) 

Ä Associated with 2/3rds of all GI illness Outbreaks 

Ä Responsible for almost half of all GI related Hospitalizations  

Ä Highest incidence in Winter months (Nov-Apr)  

Ä Possibly the most infectious virus ever studied  

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Noro Symptoms  

 

 

Ä Incubation period is usually 12-48 hours after                                  

exposure (avg. 24 hours) 

Ä Typical symptoms: 

Â Acute-onset of vomiting causing dehydration 

Â Watery, non-bloody diarrhea with cramps 

Â Some may have low grade fever, headaches, and body aches 

Ä Symptoms typically last 24-72 hours 

Ä Meds donôt work and no vaccines exist 

Ä Best advice ï lay low and hydrate! 

Ä Up to 30% of infections are asymptomatic 

 



Norovirus ð Those most at Risk  

 

Ä Hardest hité 
Â Infants & children (daycareôs, pre-schools) 

Â The Elderly (Nursing home residents) 

Â Those with compromised immune systems 

Â 570-800 Deaths per year (CDC) 

 

Ä Close proximity + contagiousness = Increased Illness 



Virus Envelopes  

Ä Enveloped virus (herpes, chickenpox,                

influenza) 

Â Less virulent 

Â Sensitive to heat, acids and drying 

Â Cannot survive in GI tract 

Â Transmitted through blood  

Ä Non-enveloped virus (adenovirus,                    

parvovirus, norovirus) 

Â More virulent 

Â Resistant to heat, acids and drying 

Â Can survive in GI tract 

Â Transmitted via fecal/oral, fomites & dust 



Taxonomy/Classification  

Ä Norovirus classified into 6 different Geno-groups (G)  

Â G I     (Humans) 

Â G II    (Humans)  

Ä 19 different Genotypes 

Ä GII.4 responsible for 80% of Norovirus outbreaks 

for the past decade 

 

Â G III   (Bovine) 

Â G IV   (Humans and canines) 

Â G  V   (Mice) 

Â G IV   (Canines) 

 

 

 

 

 



Immunity  

Ä Many different geno-types of Noro 

Â Can get infected multiple times 

Â Difficult to develop long lasting immunity 

 

Ä Immunity believed to last 6 months to 2 years 

Â Susceptibility may be determined by genes 

 



Human and Animal  

Norovirus  

 

Ä 2012 study in Finland found 4 of 92 dogs in households 

with recent vomiting and diarrhea had human strains of 

norovirus. 

Ä Dogs most likely exposed to family members with 

norovirus ï specifically small children 

Ä Proof that dogs are capable of carrying the disease and 

pass it on to their owners 

Ä Question ï does the virus replicate in a dogs intestines 

or does it simply pass through them? 
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Overview                  

 

 

Ä Infectiousness and Transmission  

Ä Challenges 

Ä Steps to manage an outbreak of ñAGEò  

Ä Cleaning and Disinfection  

Ä Current Guidance  

 

 

 

 

 



Infectiousness   

 

Ä Just how infectious is it?  - Extremely!! 

 

Â Spreads by droplets of fecal matter or aerosolized vomit  

 

Â Approx. 5 billion infectious doses might be contained in each 

gram of feces during peak shedding 

Ä 14.3 grams in a tablespoon 

 

Â Estimated infectious dose as few as 18-1000 viral particles 

 
 



 

 

 

 

 

 

 

                                                                

        

 

 

 

 

 

 

 

 

 

 

 

 

 

  

  

 

 

  

 

  

 

Noro Transmission:  3 Ways  

Ä #1:  Person-to-Person (75-80%) 

Â Fecal-oral route 

Â Ingestion of aerosolized vomitus 

Â Contaminated surfaces 

Ä Health Care Workers - high risk 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                                                        

Noro Transmission (contõd) 

 

Ä #2:  Foodborne (20%)  

Ä Infected food handlers or food distribution system 

Â Restaurants, caterers and pot lucks 

Ä Associated with ñcomplex foodsò 

Â Difficult to know which ingredient is the culprit 

Ä Meals prepared at home ï less risk!  

 



Noro Transmission (contõd) 

Ä #3:  Waterborne (1%) 

Ä Recreational and drinking water 

Ä Virus survives in cold water ï Can be viable even if 

frozen 

Ä Outbreaks in pools are infrequent (or under 

reported) 

Â Guidelines are aimed to prevent bacteria and parasites 

Â Norovirus is reportedly resistant to pool level chlorination. 

Ä Group activities at pools (more people = more risk!) 



Challenges (what makes it tough)  

Ä High viral levels = low infectious dose 

Ä Environmentally stable (survive temps 140 degrees) 

Ä 30% are asymptomatic 

Ä Prolonged shedding (16 days median) 

Ä Lack of lasting immunity 

Ä Multiple modes of transmission 

Ä High morbidity ï low mortality 

Ä Simple cleaning doesnôt kill it - resistant to disinfection 

 

 



Somethingõs brewing 

 

 

 

Ç Increased reports of GI symptoms 

 

ÇRecognize AGE cluster trigger 
Ç 4 or more cases in a classroom 

Ç >10% absenteeism of daily census 

 

 

 

 

  ñIôm feeling sick and getting worse.  

I think Iôd better see the nurseò. 



Age Increase Identified  

Ç School/Daycare Response 
Ç Notify LHD ï CD Program 

Ç Keep a log of absenteeism ï those with ñAGEò 

Ç Ill students should be symptom free for 24 hours 

Ç Work with food service staff 

Ç Ill food workers symptom free for 48 hours 

Ç Work with housekeeping on extra cleaning protocolséDo the 

products we are using work against Norovirus? 

Ç Communicate with parents  

Ç Letters 

Ç Suggest noro testing 

Ç Back up plan for yourself?? 

 



 
Acute Gastroenteritis (AGE) Reporting Form 

Fax to (847) 984-5680 or call (847) 377-8130  
Submit as needed but track absenteeism daily 

Trigger - Recognition of an AGE cluster 

¶ Four or more cases in a classroom or a group of students OR 

¶ Cases in more than 10% of the school/daycareôs census in one day. 

 

 

Facility Name:       Date of Report:   

 

Facility Address/Town:       Grades:    

 

# Students Enroll ed:    # Students absent with AGE:    
  

# Staff (all):       # of Staff absent with AGE:     

 

Onset date of AGE increase:             *Above baseline:      Yes   /   No 

 

Any gatherings/functions/events prior to onset date:  ______     

  

 

Are meals prepared at your facility: Yes   /   No   /   N/A 

 

Are there any ill food workers:  Yes   /   No   /   N/A        If  yes, sent home:  Yes   /   No 

 

Are any foods self-serve? (buffet or family style):  Yes   /   No   /   N/A  

 

Are meals prepared elsewhere (brought in):    Yes   /   No   /   N/A    

 

If yes, from where (address & town):           

 

 

Predominant symptoms reported:       ____________  

 

Duration of symptoms (1 day, 2 days, more?):    

 

Did anyone see a Health Care Provider: Yes   /   No   /   Unk       How many:   

 

Norovirus (or other) testing ordered:    Yes   /   No   /   Unk    Results:   

 

Additional Comments/Notes:   __________________________________________ 

 

Reporting Person:  ______   Phone: __________ 



Age Increase Identified  

Ä LHD Response 
Â Current Guidance 

Â Report Outbreak to the State using Outbreak Reporting System 

(ORS) 

Ä Assigns an outbreak number 

Â *Notify Environmental Health Program 

Ä Kitchen/food worker inspection 

Ä Restrict ill food workers ï test for noro if able. 

Ä Shall be restricted until symptom free for 48 hours 

Â Monitor data (absences, symptoms, duration of outbreak)   

 



Food Service  

Ä Routine EH Inspection 

Â Employee health status 

Â Equipment check/malfunctions 

Â Hand washing practices 

Â Food prep areas 

Â Loss of hot water 

 

Ä Restrict food sharing at school 

Ä How is food served?   

Â Self-service food bar? 

 



 

Food Service   

 
Ä Dishwasher vs washing by hand 

Â Washing by hand doesnôt get the water hot enough to kill Noro 

Â Make sure dishwashers are functioning and being used 

 

Ä Sticky foods on plates (like cheese) helps keep the 

virus there 



Housekeeping  

      terms  

Ä Cleaning ï Removes food or soil from object surfaces 

(soaps, detergents or degreasers) 

Ä Sanitizing ï Lowers the number of germs on surfaces 

or objects  
Â Heat (Steam, Hot water é170-180 degrees, Hot airé180 degrees  

Â Chemicals (chlorine, iodine, ammonium) 

Ä Disinfecting (or Sterilizing) ï 

Â Kills germs on surfaces or objects by using 

chemicals (usually after a surface has                 

been cleaned) 

 

 



Cleaning & Disinfection  

 

 

 

Ä For areas exposed to visible/organic debris 

Â Immediately clean and disinfect contaminated surfaces 

Â Use kitty litter, baking soda or other absorbent materials  

Â Use paper towels or disposable cloth (do not vacuum) 

Â Careful to not drip or splash 

Â More barriers the better ï put in plastic bag (sealed) in garbage 

can 

 



Cleaning & Disinfection  

Ä CDC recommends bleach or Hydrogen peroxide 

Ä Bleach & water - 10% solution  

Â 9 parts water, 1 part bleach or (1.5 cups per gallon) 

Â Porous surfaces (1 & 2/3rds cup per gallon) 

Ä Wooden floors or unsealed concrete or stone surfaces 

Â Hard Surfaces (1/3 cup per gallon)  

Ä Vinyl, ceramic tile, sealed counter-tops, sinks, toilets 

Â Best results ï 10 minute sit time on surface 

Ä Spray bottle  

Ä Rinse with clean water (mainly food or mouth contact surfaces) 

Ä Wipe with clean paper towels 

Ä Never mix bleach solution with other cleaners! 

 

 



Cleaning & Disinfection  

 

Ä Clean safely   

Â Gloves ï rubber, disposable latex or vinyl 

Ä Protects you from noro as well as the bleach 

Â Protective mask, eye protection 

Â Protective clothing (if available) 

Â Air out the room (1 hour) 

Ä Clean everything you touch 

Â Toilets, floors, doors knobs, counters, light switches, 

telephones, remotes, etc. 

Ä Wash your hands afterwards 

 



Cleaning & Disinfection  

 

Ä Bleach downsides.. 

Â Bleach loses is potency after 30 days 

Â May damage fabrics and other surfaces 

Â Irritate eyes, caustic to skin, causes headaches and may cause 

respiratory problems (asthma) 

 

 

 



Alternatives to Bleach  

Ç U.S. Environmental Protection Agency Office of 

Pesticide Programs 

 

Ç October 29th, 2014éépublished a list of EPA Registered 

Hospital Disinfectants Effective Against Norovirus 

 

http://www.epa.gov/oppad001/list_g_norovirus.pdf 

 

Ç Follow manufacturers recommendations! 

  

http://www.epa.gov/oppad001/list_g_norovirus.pdf
http://www.epa.gov/oppad001/list_g_norovirus.pdf


Cleaning & Disinfection  

Ä Carpeted areas - Noro can live in carpet for weeks 

Â Remove visible contamination with paper towels or other absorbent material. 

Discard in a plastic bag to minimize aerosols; seal the bag and put in a 

garbage can.  

Â Steam-clean more effective than wet shampooing (Expensive) 
Ä 170 degrees for five minutes or            

Ä 212 degrees for one minute to completely inactivate the virus.  

Ä For surfaces corrodible or damageable by bleach:    

The EPA recommendsé  
Â Concentrated Lysol®  or concentrated Pinesol®),  

Ä Mixed at two to four times manufacturer's recommended concentration,  

Ä Best for surfaces that could be damaged by bleach.  

 

 



How long will this go on?  

Ç Continuous transmission of AGE 

Ç Ongoing occurrence of new cases                                       

for more than 14 days after first onset 

 

Ç Average outbreak duration is 11 days for schools  

 

Ç Considered over if no new cases occur for 2 

incubation periods ï about a week! 



Is Washing your Hands Enough?  

 

Ä Quick application of hand sanitizer wont get rid of it 

Ä Most people donôt wash their hands properly 

Ä What is needed to remove virus:   

Â 20-30 seconds of vigorous rubbing with hot, soapy water 

Â Donôt forget under the nails 

 

Ä Washing your hands is still important ï Main tool in the  

tool box 

 



Norovirus  

Ä Current Guidance 

Â Memo From IDPH (20 Dec 11):   

Ä Guidance for Prevention of Acute 

Gastroenteritis (AGE) Outbreaks in Daycare 

Facilities and Schools 

 

Â Misc Noro information on resource table 



 

 

 

Thank You!  

 
 

 Questions?  

 

Matthew Knight, RN 

Communicable Disease (CD) Staff Nurse 

Lake County Health Department 

 

E-mail: mknight@lakecountyil.gov 

Office: (847) 377-8130 

mailto:mknight@lakecountyil.gov


Lake County Infectious 

Disease Surveillance and 

Trends 2015  

· Lisa Dallmeyer, RN, BSN, MPH 

· Lake County Health Department/Community 

Health Centers, Communicable Disease 

Program  

ñWhat gets measured gets done.ò 

ðAnonymous 



Surveillance Game  

Each of you take an M and M candy! 
 

 



 

  

 

 

 

 

 

Surveillance: What is it?     

 

Á Public health surveillance is the ongoing systematic 

collection, analysis , and interpretation of data, closely 

integrated with the timely dissemination of these data to 

those responsible for preventing and controlling disease and 

injury (Thacker and Berkelman  1988).  

 

Á Public health surveillance is a tool to estimate the health 

status and behavior of the populations servedé 

 

Á Because surveillance can directly measure what is going on 

in t he population, it is useful both for measuring the need 

for interventions and for directly measuring the effects of 

interventions.  

 

Á The purpose of surveillance is to empower decision makers 

to lead and manage more effectively by providing timely, 

useful evidence.  



Objective of surveillance  

Å Public health surveillance provides the scientific and factual database 

essential to informed decision making and appropriate public health 

action. The key objective of surveillance is to provide information to 

guide interventions. The public health objectives and actions needed 

to make successful interventions determine the design and 

implementation of surveillance systems . 

 

Foege , Hogan, and Newton (1976) state that òthe reason for 

collecting , analyzing, and disseminating information on a disease is to 

control that disease. Collection and analysis should not be allowed to 

consume resources if action does not follow .ó The fundamental 

principle of public health surveillance is that the surveillance should 

be designed and implemented to provide valid (true) information to 

decision makers in a timely manner at the lowest possible cost.  

 

Å ésacrificing precision makes sense to improve timeliness and save 

resources that can be used for public health interventions. The utility 

of surveillance data can be viewed as immediate, annual, and 

archival, on the basis of the public health actions that can be taken 

(table 53.1; Thacker and Stroup 1998b).  



Utility of Surveillance Data  

Immediate detection of (Immediate)  Epidemics  

Newly emerging health problems  

Changes in health practices  

Changes in antibiotic resistance  

Changes in distribution of population at risk for Disease  

Periodic dissemination for (Annual)  Estimating magnitude of a health problem, including cost  

Assessing control activities  

Setting research priorities  

Determining risk factors for disease  

Facilitating planning  

Monitoring risk factors  

Monitoring changes in health practices  

Documenting distribution and spread of disease and injury  

Stored information for (Archived)  Describing natural history of diseases  

Facilitating epidemiologic and laboratory research  

Validating use of preliminary data  

Setting research priorities  

Documenting distribution and spread of disease and injury  



Types of Surveillance  

 

 

Ä Indicators  

 

Ä Active Surveillance  

 

Ä Passive Surveillance  

 

Ä Routine Health Information System  

 

Ä Health Information and Management System  

 

Ä Categorical Surveillance  

 

Ä Integrated Surveillance  

 

Ä Syndromic Surveillance  

 

Ä Behavioral Risk Factor Surveillance System  



Lake County Trends  

2004 -2014  
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B Y  K A RY N  LY O N S  

I M M U N I Z AT I O N  P R O G R A M  C O O R D I N AT O R  

IMMUNIZATION  UPDATE  
2015  



IMMUNIZATION  SCHEDULES  

ÅImmunization Schedules recommended by the 

CDC may be found at:           

http:// www.cdc.gov/vaccines/schedules/index.ht

ml 

ÅSchedules include:  

ÅChildhood (0 thru18 year old) routine schedule  

ÅChildhood catch -up schedule  

ÅAdult schedule  

 

ÅISBE rules summary can be found at 

http:// www.isbe.state.il.us/school_health.htm  

 

http://www.cdc.gov/vaccines/schedules/index.html
http://www.cdc.gov/vaccines/schedules/index.html
http://www.cdc.gov/vaccines/schedules/index.html


ASSESSING  IMMUNIZATION 
REQUIREMENTS 

ÁProper documentation, month, day and year,  for 
each dose is required  

ÁIt is not  acceptable to get approximate dates 
because it cannot be adequately determined if the 
appropriate interval was maintained.  
ÅExamples of unacceptable vaccine òdatesó 
ÅòHad as infantó 

ÅòUp to date, lost immunization recordsó 

ÅDates given in years only  

ÅDates given in month + year only  

ÅNo need to add doses or restart series due to 
extended intervals ð longer intervals do not diminish 
effectiveness  

 



ASSESSING IMMUNIZATION 
REQUIREMENTS  

ÅDefinitions  

Å1 Month = 4 Weeks / 28 Days  

Å2 Months = 8 Weeks / 56 Days  

Å4 Months = 16 Weeks/112 Days  

Å6 Months = 6 calendar months  

ÅFor Hep  B only:  6 months = 24 weeks = 168 days  

ÅOne year of age = On or after the first birthday  



THE  4-DAY  GRACE  PERIOD  FAQ 

ÅAAP and CDC accept a 4 -day grace period for 

minimum intervals and ages  

ÅThe 4-day Grace Period does NOT apply to the 

minimum 28 -day spacing between live-virus vaccines.  

ÅIllinois does not routinely accept 4 -day grace periods  

ÅProvider may write a statement of immunity which is a 

medical exemption.  



COMBINATION  VACCINES  

ÅCommon combination vaccines found on pediatric 
immunization  records:  

ÅPentacel  = DTaP + Hib + IPV 

ÅPediarix  = DTaP + HepB + IPV 

ÅComvax  = Hib + HepB 

ÅKinrix = DTaP + IPV 

ÅProquad  = MMR + Varicella  
 

ÅCombination vaccines increases compliance due 
to the need for fewer injections.  

ÅWatch for errors in timing and spacing. Minimal 
intervals and ages should be reviewed for all 
components.  



IMMUNIZATION  CODE  COMPLIANCE  

ÅA child is in compliance with immunization 

requirement if both of the following apply:  

ÅAll immunizations that a child can medically 

receive are given prior to entering school.  

ÅA signed statement from a health care provider is 

presented indicating when the remaining 

immunizations will be administered.   

ÅSchool staff shall assure their completion.    

ÅIf child misses a scheduled appointment, 

he/she is no longer in compliance.                                         



PARENTAL VACCINE OBJECTIONS  

ÅFrom CDC data: More parents choosing not to 

vaccinate  

Å1-2% choose no vaccine  

Å10-20% choose to delay, withhold or space out  

Å47 states allow religious exemptions. Rules vary.  

ÅIllinois data: The number of religious exemptions 

in Illinois has more than doubled in 5 years!  

Å5,600 religious exemptions in Illinois in 2009/2010  

ÅOver 13,000 religious exemptions in Illinois in 2013/2014   



RELIGIOUS  EXEMPTIONS 

ÅPersonal Exemptions are not permitted in IL, 

but religious objections are easily abused.  

ÅIDPH rule, 77 IL Administrative Code 665.510: 

ÅGeneral philosophical or moral reluctance to 

allow an immunization or examination is not 

sufficient  

ÅThe religious objection may be personal and 

need not be directed by the tenets of an 

established religious organization . 



RELIGIOUS  EXEMPTIONS 

ÅReligious Exemption process until October 

15, 2015: 

ÅParents should write an original written statement 

fully describing the religious belief that is the basis 

for their objection.  

ÅLocal school authority is responsible for 

determining whether the written statement 

constitutes a valid religious objection  

ÅThere is no specific legal form or template  



RELIGIOUS EXEMPTIONS 

ÅReligious Exemption process beginning 
October 16, 2015: 
ÅNew Illinois Certificate for Religious Exemption form  

ÅParent check which items they are objecting to  

ÅThe parent must state the religious grounds for each  
of the immunizations or health exams for which they 
are requesting an exemption  

ÅThe form must be signed by the provider responsible 
for performing the childõs health examination 

ÅLocal school authority is still responsible for 
determining the validity of the religious objection  

ÅThis form is due in Kindergarten, 6 th grade, 9 th grade  



MEDICAL  EXEMPTIONS  

ÅTwo kinds of Medical Exemptions  

ÅPhysician Statement of Immunity  

ÅMedical Objection  

 



MEDICAL  EXEMPTIONS  

ÅPhysician Statement of Immunity  

ÅForward to IDPH for review  

ÅThe student is deemed òunprotected but in 

complianceó until approved by IDPH  

 



MEDICAL EXEMPTIONS  

ÅMedical Objection  
ÅMedical objection statements from physicians 

indicating a medical contraindication are 
acceptable. Attach to the studentõs record. 

ÅThe following types of medical objection 
statements must be forwarded to IDPH for review:  
ÅThose that do not state that the immunization is 

medically contraindicated  

ÅThose that indicate that a medical condition 
predisposes a student to a health risk if vaccinated  

ÅIf the childõs condition changes and immunization 
is later permitted, the requirements must then be 
met.   

 



MEDICAL EXEMPTIONS  

ÅAfter Statement of Immunity or Medical 
Exemption has been reviewed by IDPH:  
ÅIf accepted, attach the approval letter to the 
studentõs health examination form; change the 
student status to òprotected and in 
complianceó  

ÅIf not approved, forward a copy of the IDPH 
letter to the studentõs parent(s), informing them 
that the required immunizations must be given; 
change status to òunprotected and in 
noncomplianceó  

 



MEASLES SUSCEPTIBLE LIST 

ÅIf the student is not fully vaccinated for measles due 

to a religious or medical exemption, place the 

student on the susceptible list.  

ÅNotify the parent(s) of the exclusion policy if there 

were a measles case in the school.  

ÅIn the event that a suspected case of measles is 

reported in the school, the student would be 

subject to exclusion from school until 21 days after 

the onset of the last reported case, or until 

acceptable proof of immunity is received by the 

school.  

 



EXCLUSION  OF  STUDENTS 

ÅState requires exclusion by October 15 th 

ÅMany schools have earlier requirements. 

Earlier exclusion dates should be determined 

by the local school board.  

ÅBest practice tips:  

ÅStart reviewing records in the spring or summer 

before the next school year begins.  

ÅSend personalized, not generic, letters to parents, 

as often as needed until they are in compliance.  



HOMESCHOOLED  CHILDREN  

ÅHealth examination and immunization 

requirements apply to homeschooled 

children who attend your school for extra -

curricular activities, sports, etc.  

 



IMPORTANCE OF VACCINES  

ÅImmunizations protect the health of:  

ÅThe Student  

ÅThe studentõs family members, including 

grandparents, infants, and pregnant women who 

may be at greater risk for illness or complications  

ÅThe broader community, including other students  

ÅChildren sometimes carry vaccine 

preventable illnesses that are minor for them 

but a major problem for someone else.  



TEN GREAT PUBLIC HEALTH 
ACHIEVEMENTS U.S., 1900-1999  

ÅVaccination  

ÅMotor -vehicle safety  

ÅSafer workplaces  

ÅControl of infectious diseases  

ÅDecline in deaths from coronary heart disease and 
stroke  

ÅSafer and healthier foods  

ÅHealthier mothers and babies  

ÅFamily planning  

ÅFluoridation of drinking water  

ÅRecognition of tobacco use as a health hazard  

 



TEN GREAT PUBLIC HEALTH 
ACHIEVEMENTS U.S., 2000-2010 

ÅVaccine -Preventable Diseases  

ÅPrevention and Control of Infectious Diseases  

ÅTobacco Control  

ÅMaternal and Infant Health  

ÅMotor Vehicle Safety  

ÅCardiovascular Disease Prevention  

ÅOccupational Safety  

ÅCancer Prevention  

ÅChildhood Lead Poisoning Prevention  

ÅPublic Health Preparedness and Response  



TEN GREAT PUBLIC HEALTH 
ACHIEVEMENTS WORLDWIDE, 2001 -2010 

ÅCDCõs Role in Global Health  

ÅReductions in Child Mortality  

ÅVaccine -Preventable Diseases  

ÅAccess to Safe Water and Sanitation  

ÅMalaria Prevention and Control  

ÅPrevention and Control of HIV/AIDS  

ÅTuberculosis Control  

ÅControl of Neglected Tropical Disease  

ÅTobacco Control  

ÅIncreased Awareness and Response for Improving 
Global Road Safety  

ÅImproved Preparedness and Response to Global Health 
Threats  

 



TARGET VACCINATION RATES  

ÅISBE recommends that schools reach a 90% 
rate of compliance to assure the health of 
the community in which the students live 
work and play.  

ÅHealthy People 2020 has a 95% target for 
Kindergarteners for the following vaccines:  
Å4 or more doses of DTaP vaccine  

Å2 or more doses of MMR vaccine  

Å3 or more doses of polio vaccine  

Å3 or more doses of hepatitis B vaccine  

Å2 or more doses of varicella vaccine  



COMMUNITY 
IMMUNITY  


